





In recent years, federal and Tribal Organizations tasked with providing health care and other services to Native Americans have faced increasing public scrutiny over their ability to address rampant health disparities. Unfortunately, these critiques and subsequent efforts to amend shortcomings are nothing new; for over a century, many native populations of the United States have faced storied challenges in securing a level of health and well-being commensurate with the progress in public health practices on the greater national landscape. Today, many marked disparities persist in Tribal populations for a compendium of clinical and socio-economic indicators. Research into comparative health care delivery practices among Native American and other public or private organizations of similar size and geographic locations, though relatively scant, can provide insights into the nature of these challenges and how they may be addressed. 
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In October of 2016, the Office of Inspector General - (OIG), a division of the Department of Health and Human Services (DHHS) - published two summary reports of information collected on 28 acute care hospitals currently operated by the IHS.​[1]​ Citing major deficiencies in enforcement of compliance protocols required by the Centers for Medicare and Medicaid Services (CMS), the reports expound upon the IHS’s marked failure to deliver necessary health care services in the face of persistent and growing demand. Specific reference was made to poor maintenance of aging physical infrastructure, the failure to collect sufficient data needed for strategic and operational improvement planning, and the absence of basic services and enforcement protocols necessary to meet the needs of constituent Tribal populations. Further, the reports show that an inability to attract, hire and retain skilled staff have effectively denied the IHS the necessary human resources to sustain its historical mission. 
In response to its findings, the OIG used the reports to recommended concerted efforts on behalf of all involved parties- CMS, DHHS and the IHS- to align funding and strategic priorities around improved data collection, training and recruitment of skilled staff, and to make compliance with CMS participation standards through quality monitoring a top priority. While these findings and initiatives are useful in elucidating the extent of the major problems facing many AI/AN Tribes, the lack of analysis regarding their provenance and the feasibility of implementing the proposed solutions leaves much to be desired. Interestingly, both OIG reports make indirect reference to the historical persistence of structural and financial barriers affecting the health and well-being of Native Americans, implicitly acknowledging that findings from a 90-year old anthropological survey on issues of inequity and well-being among Tribal populations mirror current IHS shortcomings with remarkable consistency. 
‘The Problem of Indian Administration,’​[2]​ ((1928) more commonly referred to as ‘The Meriam Report’), was the product of requests commissioned on behalf of the Secretary of the Interior during one of several major transition points in the federal government’s stance on US/Native American Tribal relations. Serving as a voluminous, exhaustive investigation of Indian Affairs on topics both directly and indirectly related to public health (federal policy, morbidity and mortality, education, economic opportunities, women’s activities, migration, law, and missionary activities), the report’s findings concluded that the health and living conditions of the majority of Native Americans were generally ‘bad,’ (Meriam, 3) and that the lack of sufficient financing, trained personnel, and physical infrastructure had ‘prevented the development of an adequate system of public health administration and medical relief work.’  (Meriam, 9) Subsequent recommendations included enhanced efforts in data gathering and record keeping, improved living and working conditions for a largely rural population, and increased funding to assure economic stability in Indian Country (defined as any self-governing Native American community). 
Both within and beyond the 90-year timespan between the Meriam Report and recent OIG reports, numerous pieces of legislation have been implemented on behalf of Tribal Organizations in effort to address the pronounced disparities present in many Native American populations. In general, the impetus behind these laws coincided with often vacillatory strategies and stances determined by the federal government as the proper means of dealing with the ‘problem of Indian administration.’ Still, the disparities and barriers which a unique trust responsibility between the government and Native Tribes seeks to admonish still remain, with remarkable similarity to those which have existed historically. This paper aims to examine barriers and strategies to address a Tribal public health crisis, first by establishing their historical context, and then analyzing relevant topics which appear in contemporary research.
1.1	PUBLIC HEALTH RELEVANCE
As subsequent data and analysis will show, the current state of well-being and health among a substantial proportion the United States Native American population presents a host of implications for the field of public health and health care administration. By examining not only the present discrepancies in health care access, quality and outcomes among a geographically and culturally diverse group, but also the historical context which precipitated these challenges throughout much of the nation’s history, it is possible to elucidate root causes of major issues of social inequity, the administration and financing of public programs, and quality improvement in health care. The intention of this paper is therefore twofold: first, it aims to highlight and inform the present state of an often-overlooked crisis in public health which is deserving of greater attention, and second, to investigate the possibility of reform in a failing administrative pursuit which has persisted for decades.

2.0 	Trust Responsibility
Prior to colonization and to this day, Native American Tribes in the United States have operated with varying degrees of sovereignty. That being said, the federal government qualified this status through a lengthy series of legislative treaties early on in the nation’s history. In the mid-19th century, during a period of protracted tensions and treaty-making efforts addressing Native Americans’ relation to an ever-expanding national population, the responsibility for protecting and regulating matters of Tribal sovereignty was established as an exclusively federal task. As a founding principle of the unique relationship and status of intra-governmental Tribal affairs, the federal-Indian trust responsibility to this day obligates the US government to ensure the well-being of federally-recognized Tribes, whilst maintaining their unique status as nations. 
Alternatively referred to as the trust doctrine or trust relationship, the trust responsibility is derived from numerous Supreme Court holdings which qualified the United States’ relationship with Tribes, and has been summarized differently in major federal cases over the past century. Initially, the responsibility was an operating mechanism by which the exchange of land and resources was negotiated for protected land allotments and the rendering of basic services for Tribe members. Over the course of several sweeping policy reformations (discussed in the following section), the scope and purpose of the responsibility was repeatedly referenced and refined, establishing a doctrine which obligated proactive measures on behalf of the federal government to protect and improve the livelihood of Native Americans. A 1977 report by the American Indian Policy Review Commission​[3]​ provides a concise summary of the responsibility as follows:

‘The purpose behind the trust doctrine is and always has been to ensure the survival and welfare of Indian tribes and people. This includes an obligation to provide those services required to protect and enhance tribal lands, resources, and self-government, and also includes those economic and social programs which are necessary to raise the standard of living and social well-being of the Indian people to a level comparable to the non-Indian society.’ (AIRB, 130)

It is from this responsibility that an early era of federal land acquisition and forcible relocations was able to be conducted through the greater part of 19th and early 20th centuries, often under a contradictory policy of Native assimilation into non-Indian society. Later efforts, which again operated under the same auspices of the trust doctrine but emphasized Tribal autonomy, helped establish the current paradigm which necessitated the formation of the Indian Health Service.  The following section provides an outline to map these efforts and provides a historical context for later discussion.
3.0 	HISTORICAL LEGAL AND POLITICAL OUTLINE
The United States’ governmental stance on Native American relations has changed markedly and repeatedly over the nations’ shared history, and as such, a complex chronology of legal and political developments has led to similarly complex systems of health care delivery for the estimated 5.2 million Native peoples and 567 federally-recognized Tribes in the US. The following summary serves as a cursory overview of major developments over the past 90 years which help to establish a framework for later discussion. Figure 3.1 at the end of this section provides a simple timeline outlining the following policies and laws.
3.1	POST-ASSIMILATION
Efforts to reform the US stance on Indian affairs shifted away from overt assimilation practices and toward sweeping reorganization following the Taft administration. In 1921, the Snyder Act was passed by Congress in the wake of damning assessments concerning the quality of life on reservations. In addition to making dual-citizenship (Tribal and US) a possibility for hundreds of thousands of Native peoples for the first time in the Nation’s history, the Snyder Act mandated appropriations for dedicated funding to provide medical relief to federally-recognized Tribal members. Today, the Snyder Act still serves as the mechanism which assures annual budget appropriations for the IHS. The aforementioned Meriam Report, a massive social-welfare study which assessed the quality of life on reservations against current national standards, was one of many studies of the post-assimilation era which provided recommendations on policy reform to expand funding for Indian health services, education and employment opportunities which coincided with the Act’s implementation.
Soon after the Snyder Act, the Bureau of Indian Affairs (BIA) and the US Congress attempted to reinforce aspects of Tribal autonomy through the Johnson-O’Malley and Indian Reorganization Acts (1934). Coupled with the Snyder Act, these post-assimilationist laws afforded both Tribes and the federal government new resource channels to contract targeted services and advocate for organized Tribal governance, spearheading a wave of reforms known as the ‘Indian New Deal.’ Through arguably underfunded and heavily-debated at the time, the measures represented some of the earliest attempts by the US to secure a level of stability and autonomy for Native Americans to attain services and rights commensurate with the greater national population. And though initially promising, many of their intentions were hampered by political oscillations which led to an era of Tribal termination in following two decades.
3.2	REORGINZATION
Tribal termination and subsequent policies beginning in the 1940s - though ostensibly designed to encourage a stronger national identity after World War II and remove bureaucratic burdens from a strained federal-Tribal relationship - mirrored the effects of earlier assimilation efforts with respect to exacerbated disparities in AI/AN well-being, both on and off reservations. Between 1953 and the early 1960s, the forcible de-certification of over 100 Tribes from federal recognition effectively relieved the federal government and BIA from the trust responsibility, and spurred massive relocations of Native Americans from formerly-protected rural land to urban areas. In addition to nullifying many of the exclusive rights and services garnered over the past three decades, Public Law 280 (1953) afforded several states the ability to enforce and police conduct within reservation boundaries, again circumventing an exclusive federal-Tribal pact. Unsurprisingly, the right to retain sovereignty and maintain federal relations was a priority for many tribes, who tried to stave off termination through protracted legal battles and stalling measures. 
Among many of the consequences of Tribal termination was a fragmentation and reduction of reservation populations, meaning the ability to self-organize became more difficult for many Tribes as members became more remote and fewer in number. The dissipation of Native Peoples both within and beyond the bounds of Tribal sovereignty resulted in an even less-concentrated rural population, exacerbating existing disparities between newly-urbanized and rural communities, and creating further difficulties in actualizing health care interventions. The BIA faced increasing scrutiny during this period regarding its ability to adequately serve many Native Americans living on reservations, ultimately spurring the Transfer Act (1954), which shifted responsibility for Indian health care to the US Public Health Service and the IHS, established in 1955.
3.3	SELF-DETERMINATION
Coinciding with ongoing national movements advocating for enhanced civil rights for minority populations, policies specifically affecting Native American rights, the recognition of protected legal status, and reinforcement of cultural identities took a major shift in the late 1960s and 1970s. Though some Tribes had successfully avoided the loss of federal recognition through protracted legal battles until this time, the consequences of termination were evident in many native communities, and increased advocacy for reinstatement and reform precipitated change. 
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4.0 	Current ihs sructure and challenges
Of the 5.2 million self-identified Native Americans in the United States, the IHS is currently responsible for providing health care services to approximately 2.2 million members of federally-recognized Tribes. Its services are delivered through a network of facilities (hospitals, stand-alone clinics, and health stations), which are managed and funded either directly or in concert with Tribes or privately-contracted with neighboring facilities under the Contract Health Services program. In total, over 600 facilities encompass the operating framework, which covers 12 regional areas across the contiguous US and Alaska, with approximately 20% being operated directly by the IHS. Funding for the IHS is allocated on a discretionary basis annually, which in 2017 totaled $6.5 billion, an increase of approximately $400 million from 2016. Of note is the fact that contracting and compacting through Tribal allocations leaves just over a quarter of this annual appropriation to fund federally-operated IHS facilities.
Referring back to the 2016 OIG reports, numerous challenges exist which are directly- attributable to insufficient funding. Though facility utilization has increased markedly over the past decades as AI/AN population growth outpaces national rates, the services provided by IHS facilities are hampered by a lack of adequate infrastructure, difficulty in procuring and maintaining staff, and a limited range of services rendered. Physical structures are largely outdated and often remote, having limited means of providing post-acute services such as long-term or skilled nursing care, and operate with significant clinical and administrative vacancy rates. Coupled with a byzantine organizational structure often maintained by acting administrators, the IHS as a general body is regularly cited to be in or near-violation for a host of CMS standards for care delivery or quality-assurance protocols.
4.1	disparities among native american populations









Table 4.1: Attributable Mortality Rates Among AI/AN vs. All Races

(Age-Adjusted Rate per 100,000 population)

5.0 	literature review
To elaborate on the challenges outlined above and provide a framework for discussion, a semi-formal literature review was conducted to identify common themes. Utilizing PubMed, the search process aimed to amass a set of readily-available, contemporary peer-reviewed research articles providing insight on barriers and recommendations concerning both the IHS and its service population. 






















Figure 5.1: Literature Selection Chart
5.1	iDENTIFIED BARRIERS
In general, barriers to effective delivery and utilization of health care services were split between those directly affecting the IHS itself, and those relating to population and geographic location characteristics which affect or define Native Americans from a socio-economic, cultural or clinical perspective. The most significant barriers identified as affecting the IHS reflect those cited by reports and observations noted earlier (insufficient funding, poor infrastructure, difficulty enforcing quality-assurance protocol, inadequate staffing). Only 24% of texts directly addressed a cultural disconnect between federal staff and their panels. 
With respect to barriers affecting the populations served by the IHS, cited obstacles were generally less-frequently identified by the literature, and more-often tied directly to environmental or cultural factors spurring from the reservation setting and respective opportunities. Access, the most commonly cited barrier, reinforces the difficulties associated with reaching facilities in rural locations, and lack of specialization necessary to address health issues, which is again typical of many IHS facilities. Mistrust of either the clinical or governmental community was cited by over a fifth of all articles, as was a higher rate of morbidity and acuity affecting the general population’s mobility, which again precluded access to remote facilities. Lastly, general poverty and low health literacy were less common than all barriers save IHS training capacity, but are arguably the most pressing concerns from a primary intervention perspective. Tables outlining the findings follow:

Table 5.1: Identified Barriers: IHS
Barrier Identified	Count	%	References
Lack of Funding	21	45.6	7, 8, 9, 13, 19, 31, 34, 36, 37, 38, 39, 40, 41, 42, 43, 44, 45, 50, 51, 52
Poor Infrastructure	19	41.3	8, 11, 13, 15, 17, 20, 22, 23, 24, 25, 26, 29, 30, 32, 35, 36, 43, 48, 52
Lack of Enforcement	16	34.8	7, 9, 14, 16, 17, 18, 20, 21, 23, 25, 26, 28, 29, 32, 43, 51
Low/Vacant Staffing	12	26.1	11, 13, 24, 25, 26, 31, 33, 34, 36, 37, 43, 51
Cultural Disconnect	11	23.9	8, 13, 18, 21, 30, 33, 35, 37, 42, 45, 50
Lack of Specialization	8	17.4	10, 13, 15, 16, 24, 27, 28, 50





Table 5.2: Identified Barriers: AI/AN Populations Served by the IHS
Barrier Identified	Count	%	References
Access Difficulties	16	34.8	7, 8, 10, 13, 14, 15, 16, 22, 25, 28, 30, 37, 38, 42, 46, 50
Mistrust of IHS Staff	10	21.7	8, 13, 15, 18, 24, 33, 34, 37, 42, 45
Debilitating Acuity	10	21.7	7, 12, 14, 16, 19, 20, 23, 25, 28, 39
Poor Health Literacy	6	13.0	7, 13, 14, 15, 20, 50
Poverty	5	10.9	7, 14, 38, 46, 50
5.2	IDENTIFIED Recommendations
Cited recommendations for rectifying barriers were generally more stratified than barriers, and, from a qualitative assessment, more diverse. An emphasis on greater utilization of preventive public health delivery (read: primary- and secondary-level public health interventions) was the most common recommendation, encouraging that a greater proportion of discretionary funding be directed toward initiatives such as screening, community education and proactive outreach on an individual and community level. Increased collaboration with existing state, local and Tribal Organizations was also commonly cited, as were targeted interventions for specific morbidities such as diabetes management and substance abuse counseling. Both of these recommendations were most-often accompanied by examinations and explications of recent endeavors which have been touted as successful from a relative cost-benefit perspective. 





Preventive Disease Screening and Education	14	30.4	6, 11, 12, 14, 15, 16, 17, 18, 20, 23, 24, 25, 31, 47
Collaboration with Local Firms (Private/Public)	13	28.3	14, 15, 12, 26, 30, 31, 33, 35, 38, 42, 45, 49, 51
Increased Funding (General or Specialized)	12	26.1	15, 18, 20, 27, 36, 37, 38, 41, 44, 45, 46, 47
Coordinated Data Collection	11	23.9	11, 17, 21, 23, 29, 32, 34, 36, 41, 48, 51
Staffing Reform	8	17.4	8, 11, 13, 21, 41, 48, 50, 51
Native Navigators 	8	17.4	11, 13, 14, 15, 22, 33, 41, 49
Targeted Interventions 	7	15.2	8, 9, 23, 27, 31, 44, 49
IT Augmentation/Telehealth Utilization	5	10.9	11, 24, 25, 36, 43 
Reimbursement Reform	4	8.7	10, 19, 37, 38





Findings from the literature review provide corroborating evidence to support recent reports from the OIG, showing that significant barriers exist for the IHS in realizing its stated mission due to persistent issues surrounding funding, staffing, specialization, data collection and infrastructure maintenance. Though the lack of sufficient resources to meet existing demand was identified as the most-commonly cited barrier, inadequate enforcement of common departmental and national operating standards again supports the OIG directive and cross-departmental consensus for more stringent administrative oversight. Additionally, the literature identified more nuanced, population-specific barriers affecting AI/AN Tribal members which precluded or discouraged access, both contributing to and resulting from the health care delivery deficiencies. It is noteworthy that general distrust of the government as a Tribal member benefactor - as well as distrust of clinical providers within the IHS- appears as a barrier in all identified sections of the review, however the OIG reports do not explicitly reference the topic.
Identified recommendations largely speak to the need of directly addressing IHS-specific barriers in accordance with the OIG recommendations, referencing increased funding, improved clinical and administrative coordination, technical training for staff and utilization of technical infrastructure, and greater consensus around the enforcement of quality control standards. However, several recommendations go beyond the scope of previously-identified barriers, and reinforce the sentiment that some AI/AN populations may be best-served by seeking ancillary support and/or circumventing IHS facilities partially or entirely through contracting. Also of note is a general emphasis on increasing efforts which rely on a greater amount of both current and future federal funding being directed toward targeted public health interventions, focusing primarily on the population-specific barriers which are antecedent to the physical IHS infrastructure. These recommendations, among others, call to attention the potential for more culturally-sensitive and collaborative administration efforts to realize impactful results given the limited resources. 
Collectively, the review identified significant, common themes which implicate the historical federal/Tribal relationship as a root cause and fundamental consideration when seeking to address current barriers. All recommendations implicitly support furthering of Tribal autonomy and self-determination, which over the past half century has remained relatively consistent relative to the prior strategic shifts in federal conceptions of Native American relations. However, if there is a defining characteristic which permeates the historical-political timeline provided earlier, it is precisely that of uncertainty regarding the stability of any one paradigm, accompanied by the persistence of disparities and common administrative barriers to fulfilling the mission put forth by IHS and trust responsibility. Cited recommendations therefore raise questions regarding the feasibility of consensus, scalability, or sustainability of any one or combination of options.
Irrespective of a historical lack of sufficient resources, it is notable that federal administration concerning Tribal affairs is complicated by the sheer diversity of populations and scope of operations under oversight by the IHS. The 2.2 million AI/AN peoples served through the vast network of IHS and Tribal facilities represent myriad different cultures, and while the disparities outlined by earlier work generally reflect the poor state of affairs, the cited barriers and requisite recommendations cannot likely be satisfied to the distinct needs present among 567 Tribes. The historical tendency, and arguable necessity, of a sweeping federal conception of AI/AN affairs as a collective undertaking has likely contributed to the many bureaucratic difficulties in delivering solutions to the problem of Indian administration. While the literature does again reflect the overarching sentiment that more money, people and data are needed to begin correcting historical shortcomings, the decreasing reliance on direct IHS services in favor of more limited networks and contracts shows that public administration has at times exacerbated tensions by failing to garner trust or confidence. 




















This essay sought to identify current and historical barriers to the effective delivery of federal health care services to Native Americans. It summarized pertinent aspects and developments in the relationship between the federal government and Tribal populations and reviewed contemporary research for insight into their provenance and implications. The many barriers faced by both federal health care providers and the populations which they serve represent a longstanding public health crisis which has endured for decades, and common themes have persisted across several different federal approaches to reforming its relationship with Tribes. 
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